
SPORTS MEDICINE 

PLEASE SIGN AND RETURN 



STUDENT-ATHLETE NAME PRINTED 

STUDENT-ATHLETE NAME SIGNED 

_______________________ 

DATE 

 

 

_____________________________________________

PARENT/GUARDIAN NAME PRINTED 

_____________________________________________ 

PARENT/GUARDIAN NAME SIGNED 

________________________ 

DATE 

I have read the above DCIAA Sports Medicine Concussion Information 

Sheet and understand that I have a responsibility to report my child’s 

symptoms to coaches, administrators and health care providers.  

I also understand that my child must have no symptoms before return 

to play can occur. 

I, the athlete, understand that I have the responsibility to report my 

symptoms to my coaches, administrators and/or health care providers. 

I also understand that I must have no symptoms before return to play can 

occur. 


	PARENTGUARDIAN NAME PRINTED: 
	Student-Athlete Name Printed: 
	Signature Date: 
	Parent/Guardian Signature Date: 


